
Case Management MONTHLY  Review  (T2022) 
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  page  1                                                                                              Effective 1.1.09 

Participant’s Name:       IPC date:       Month of Service:       
 

Required Monthly HOME Visit: 
Minimum one home visit must be completed to bill for case management services.  This section should only include the 
time/service that occurred in the home and the participant must be home at the time of the visit. 
 

Date        Begin Time          AM End Time         AM Total Time       
List other services observed during home visit (if applicable)       
Ask about how services are going, if there are any concerns or changes that person wants and what is going well.  
 

Summary of contact:  

 

Names of people interviewed:       
 

Other Contacts:  
These are contacts in addition to the monthly home visit and must be face-to-face or phone contacts with participant and/or 
guardian to count toward the minimum sixty minute monthly requirement. 
 

Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
Type of Contact        
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
 
Type of Contact        
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 

OBJECTIVE  Monthly Review: 
Habilitation 

Service 
Training 
Objective 

Quantify  the progress, regression, or 
no change (e.g., %, average #) 

List any changes 
needed 
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Participant’s Name:       Plan date:       Month of Service:       
 

(Providers on the plan of care are required to submit copies of billing/documentation to the ISC by the 10th of following month.) 

BILLING /DOCUMENTATION  Monthly Review from the prior month. 

Service # of units 
documented 

# of units 
billed 

Note concerns  
or “none” 

Note follow-up  
on concerns 

T2022                         
                              
                              
                              
                              
                              

 

Incident Reports: 

Number of incidents non-reportable to DDD:       
Follow-up completed this month:   None needed  
The providers’ IR policies should determine the criteria of what is defined as an internal incident.  The ISC should be thinking about if the 
plan of care  was implemented properly (e.g., behavior plan, seizure protocol, supervisions/supports, etc…)? 

 

Number of DDD reportable incidents:       
Follow-up completed this month:   None needed  
The ISC should be thinking about if the plan of care  was implemented properly (e.g., behavior plan, seizure protocol, supervisions/supports, etc…)? 

 

Number of RESTRAINTS used:       
Follow-up completed this month:   None needed  
The ISC should be thinking about if the behavior plan was implemented properly? 

 

Number of MEDICAL  incidents/concerns (e.g., seizure activity):        
Follow-up completed this month:   None needed  

 

Other follow-up completed this month:   None needed  

 

Follow-up needed to complete next month:   None needed  

 

Total Monthly Contacts (must be minimum of 60 minutes) 

Monthly home visit time:         
 

Total other billable contact time:         
 

Total billable time this month:         
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Participant’s Name:       IPC date:       Month of Service:       
 

Other Contacts continued if needed…  
These are contacts in addition to the monthly home visit and must be face-to-face or phone contacts with participant and/or 
guardian to count toward the minimum 60-minute monthly requirement. 
 

Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 
Type of Contact (list service observation type, phone contact, or other contacts:)       
Location         Date        
Begin Time        AM  End Time        AM  Total Time         Billable time  

Results of Contact:  

 

      

      

      

      

      


